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ABSTRACT 

Objective: Conduct a global situational analysis to 
identify the current facilitators and barriers to 
improving quality of care (QoC) for pregnant women, 
newborns and children. 
Study design: Metareview of published and 
unpublished systematic reviews and meta-analyses 
conducted between January 2000 and March 2013 in 
any language. Assessment of Multiple Systematic 
Reviews (AMSTAR) is used to assess the 
methodological quality of systematic reviews. 
Settings: Health systems of all countries. Study 
outcome: QoC measured using surrogate indicators- 
effective, efficient, accessible, acceptable/patient 
centred, equitable and safe. 
Analysis: Conducted in two phases (1) qualitative 
synthesis of extracted data to identify and group the 
facilitators and barriers to improving QoC, for each of 
the three population groups, into the six domains of 
WHO'S framework and explore new domains and (2) 
an analysis grid to map the common facilitators and 
barriers. 

Results: We included 98 systematic reviews with 110 
interventions to improve QoC from countries globally. 
The facilitators and barriers identified fitted the six 
domains of WHO'S framework— information, patient- 
population engagement, leadership, regulations and 
standards, organisational capacity and models of care. 
Two new domains, 'communication' and 'satisfaction', 
were generated. Facilitators included active and regular 
interpersonal communication between users and 
providers; respect, confidentiality, comfort and support 
during care provision; engaging users in decision- 
making; continuity of care and effective audit and 
feedback mechanisms. Key barriers identified were 
language barriers in information and communication; 
power difference between users and providers; health 
systems not accounting for user satisfaction; variable 
standards of implementation of standard guidelines; 
shortage of resources in health facilities and lack of 
studies assessing the role of leadership in improving 
QoC. These were common across the three population 
groups. 

Conclusions: The barriers to good-quality healthcare 
are common for pregnant women, newborns and 



I 



Strengths and limitations of this study 



This is the first comprehensive synthesis of 
robust evidence from systematic reviews to iden 
tify barriers and facilitators to improving quality 
of healthcare for pregnant women, newborns 
and children. 
This metareview provides a situational analysis 
of the cross-cutting issues in achieving quality of 
care (QoC) for maternal, newborn and child 
health using an existing WHO'S framework for 
organisational management strategies. 
The process of interpreting evidence from the lit- 
erature and using it to recommend priorities in 
practice and policy to improve QoC is compli 
cated. There is neither a single definition of QoC 
nor are there set criteria against which QoC 
could be measured. This metareview was con- 
ducted within these limitations. 
There could be many other unidentified facilita- 
tors and barriers to improving QoC, particularly 
country-specific issues, but this metareview of 
systematic reviews could be considered to be the 
first step in exploring and compiling the existing 
knowledge about the global situation. 
This metareview could be particularly informative 
for policy makers as a guide to evidence-based 
effective interventions which can be adopted to 
strengthen the health systems of countries. 



children; thus, interventions targeted to address them 
will have uniform beneficial effects. Adopting the 
identified facilitators would help countries strengthen 
their health systems and ensure high-quality care for all. 



BACKGROUND 

The persistent problems of high maternal, 
infant and child morbidity and mortality^""^ 
demand improved healthcare which does not 
pertain to coverage of health services alone. ^ 
Recently, there is a growing interest in the 
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Figure 1 The six domains of 
quality interventions (source: 
WHO^). 




quality of healthcare services provided.^ ^ The health 
issues of pregnant women, mothers, infants and children 
cannot be addressed without due attention to quality of 
care (QoC) for the simple reason that the healthcare ser- 
vices will not be effective, efficient, acceptable and safe.^ 
However, it is not easy to conceptualise QoC and there 
are several definitions. Avedis Donabedian,^ a pioneer in 
introducing QoC into the health system, defined QoC as: 

that kind of care which is expected to maximise an inclu- 
sive measure of patient welfare, after one has taken 
account of the balance of expected gains and losses that 
attend the process of care in all its parts. 

The WHO provides a framework of organisational 
management strategies to improve QoC (figure 1) in 
order to help the healthcare system achieve its desired 
goals. ^ This is a general framework which suggests that 
overall the health systems should focus on improving six 
domains of organisational management strategies to 
improve QoC — information, leadership, engagement 
with patients and population, use of regulation and stan- 
dards, developing organisational capacity and models of 
care.^ However, it is not known to what extent the 
current global issues in improving QoC for maternal, 
newborn and child health fit into the WHO framework. 
The objective of this study was to conduct a global situ- 
ational analysis to identify the current facilitators and 
barriers to improving QoC for pregnant women, new- 
borns and children with respect to the WHO's quality 
improvement framework. 

METHODS 

We conducted a metareview of high-quality systematic 
reviews and the grey literature which examined QoC 
from a health system's perspective. All efforts were made 
to adhere to the underlying principles of 'reproducibility 



and transparency' in conducting metareviews. The 
scope of this metareview was to identify facilitators and 
barriers to QoC from the health system's perspective; 
thus, the primary outcome of interest was QoC. Since 
there is neither a single definition of QoC nor a single 
method to measure QoC, we used the six desired goals of 
the health system — effective, efficient, accessible, accept- 
able/patient centred, equitable and safe^ as surrogate 
indicators of QoC for the purpose of conducting the lit- 
erature searches. We restricted the metareview to pub- 
lished and unpublished systematic reviews and/ or 
meta-analyses of interventions to improve QoC in the 
areas of maternal, newborn and child health between 
January 2000 and March 2013. No language restriction 
was applied. We excluded systematic reviews/ 
meta-analyses of therapies and drug interventions, and of 
specific disease or health conditions. There is a wide 
range of literature on these topics; hence, it is a subject 
of specialised review. Other exclusion criteria were — sys- 
tematic reviews withdrawn by the journal/authors due to 
any reason and systematic reviews of health promotion 
strategies/programmes undertaken by sectors other than 
the health sector. Databases searched for published litera- 
ture were Cochrane, MEDLINE, EMBASE, CINAHL 
(Cumulative Index to Nursing and Allied Health 
Literature), PubMed Clinical Queries, Database of 
Abstracts of Reviews of Effects (DARE), Health Services 
Research (HSR) PubMed Queries and Regional data- 
bases of the WHO — Global health library. In addition, we 
hand searched all 16 volumes of the journal — Quality and 
Safety in Health Care (previously Quality in Health 
Care) — and the reference lists of the included studies. 
The grey literature searches were restricted to disserta- 
tions, reports and conference proceedings. The two 
recognised databases 'Index to theses' and 'Proquest 
Dissertations and Theses' were used. In addition, a 
number of databases in the areas of health services, QoC, 
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Box 1 Scope of the six strategic organisational manage- 
ment domains of the WHO'S health systems framework for 
improving quality of care (QoC) 



1. Leadership is the first domain in the framework because a 
strong and committed leadership is considered to underpin 
the other five domains. While the framework suggests the 
requirement of effective leadership at all levels that is external 
and internal to the health system, this metareview focused 
only on 'leadership' within the healthcare system. 

2. Information includes an information system in any shape and 
form (papers, checklists to computer-aided prompts) that 
enables service providers to deliver standard best practices and 
help patients and communities to manage their own health. 

3. Patient and population engagement is described as central to 
quality improvement strategies because, 'either directly or indir- 
ectly, they will be financing care, they will be working in partner- 
ship with health workers to manage their own care and they will 
sometimes be the final arbiter of what is acceptable and what is 
not across all the dimensions of quality'. Thus, it is suggested 
that interventions are required to engage patients and communi- 
ties in shaping the health system such that it is responsive to 
their needs. Within the scope of this domain are also included 
the strategies to improve health literacy, knowledge about self- 
care, users' engagement in decision-making, etc. 

4. Regulations and standards based on evidence of best prac- 
tices are required to be adhered to in order to improve the 
performance of the health system. They are the means for 
checking the credibility of the healthcare system and thus are 
usually monitored by an agency external to the health system. 
These agencies could be governmental or non-governmental, 
but their role is to inspect and accredit the healthcare 
systems. Although the WHO'S framework includes 'audit' 
within the domain of 'organisational capacity' as a mechanism 

• that supports organisations to improve quality, for the 
purpose of this review it was felt that 'audit' would fit best as 
a mechanism to ensure adherence to regulations and stan- 
dards, thereby helping in improving QoC. Thus, any interven- 
tions related to audit were included under 'regulations and 
standards'. 

5. Organisational capacity is the fifth domain and 'issues of 
quality within this domain apply throughout the health system' 
from the organisation and structure of the healthcare system 
to the knowledge and capacity of the service providers. This is 
suggested to be the interface at which providers and users 
interact and directly experience QoC-related issues. 

6. Models of care, although included within the framework, do 
not fall under organisational management strategies. It is sug- 
gested that the interventions within 'models of care' should be 
such that they should aim to improve the continuum of care 
and all the other domains of organisational management for 
QoC and therefore may include strategies that extend beyond 
the health system. An example provided in the report is the 
'Chronic Care Model' to improve QoC and management of 
chronic diseases. However, for the purpose of this review, 
only those models that were related to the health system were 

^ included. 



maternal health, newborn health and child health were 
searched. Details of the database searches and key words 
are provided in online supplementary appendix A. The 



11-item AMSTAR (Assessment of Multiple Systematic 
Reviews) tool was used to assess the methodological 
quality of the systematic reviews included in this study/ ^ 
This tool has been used in other published metare- 
views^^ and is considered to be a valid and reliable 
instrument for assessing the quality of reviews/^ 

We used standard data extraction formats relating to 
methods, participants, intervention and outcome for 
each of the population groups (pregnant women, new- 
borns and children). We used Donabedian's^^ suggested 
approach to organise the extracted data into the three 
levels of healthcare: structure (setting, material, human 
resource, organisational structures, regulations and stan- 
dards); process (of giving and receiving care) and out- 
comes (improvements in health outcomes, health 
behaviours and patients' knowledge and satisfaction). 
This was performed to filter out data that did not relate 
to health systems and to organise the substantial amount 
of extracted data for ease of analysis. All efforts were 
made to adhere to Donabedian's^^ definition of 'struc- 
ture', 'process' and 'outcome', but some information 
extracted from the literature could not be strictly fitted 
into any one category. In this case, the authors through 
a consultation process identified a category that was 
most suitable to house the information for the purpose 
of analysing the data. No attempt was made to use 
Donabedian's framework to analyse the data. 

Data analysis was conducted in two phases 

1. Qualitative synthesis of the extracted data to identify 
and group the facilitators and barriers to QoC for 
each of the three population groups (pregnant 
women, newborns and children) into the six 
domains of the WHO's framework (see box 1 for 
brief description of the domains) and explore new 
domains (if any) . 

2. An analysis grid^^^^ was drawn on paper to aid the 
organisation of the phase-1 findings to map 
the common facilitators and barriers to QoC across the 
population groups. 

Considering the heterogeneity of the outcomes, inter- 
ventions, population and settings, no attempt was made 
to conduct a metaregression of the reported 
meta-analyses data. MN carried out the searches, 
reviewed the papers and extracted the data which were 
assessed and finalised by all coauthors. 

FINDINGS 

The details of the schematic search strategy for pub- 
lished literature are presented in figure 2. We included a 
total of 98 systematic reviews — 97 published and 1 
unpublished; all were in English, except for one which 
was in Portuguese. The lists of included and excluded 
studies with reasons for exclusion are provided in online 
supplementary appendix B. A total of 1951 studies were 
included in the 98 systematic reviews (maternal=ll78, 
newborn=359 and child=414) which comprised all types 
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Figure 2 Process of selection of 
published literature through a 
systematic search strategy. 



16,145 Papers Identified 

(Maternal = 4,676; Newborn = 4,377; Child = 
7,092) 

Relevant systematic reviews identified 
electronically through systennatic searching 
of databases 



I 



15,632 Papers Excluded 

(Maternal = 4,416; Newborn = 4,274; Child = 6,9429) 
Excluded based on screening of title and /or abstract - not 
systematic reviews/meta-analysis, protocols, published 
before the year 2000 and duplicates 



513 Papers Selected 

(Maternal = 260; Newborn = 103; Child = 
150) 

Abstracts screened against inclusion and 
exclusion criteria 



I 



188 Papers Selected 

(Maternal = 105; Newborn = 40; Child = 43) 
Full text reviewed against inclusion and 
exclusion criteria 



I 



325 Papers Excluded 

(Maternal = 155; Newborn = 63; Child = 107) 
Excluded after screening of abstract - 

• Not systematic review/ meta-analysis 

• Systematic review/meta-analysis on therapies 
and drug interventions for specific disease or 
health conditions 

• Withdrawn systematic review 

• Systematic review of health promotion 
programmes in non-health sectors 



I 90 Papers Excluded 

(Maternal = 49; Newborn = 23; Child = 18) 
I Full text reviewed against inclusion and exclusion criteria 



98 Papers Selected 

(Maternal = 45; Newborn = 17; Child = 25; Maternal & 
Newborn = 8; Maternal & Child = 1; Maternal & Child = 2) 



T 



97 published + 1 unpublished systematic review 
98 reviews included 



1 



of Study designs. The sample sizes ranged from 8 to 2 
787 744; the sample populations were from rural and 
urban areas of countries belonging to all income groups 
(high-income, middle-income and low-income coun- 
tries). AMSTAR scores ranged from 2 to 11 (details pro- 
vided in online supplementary appendix C). Reviews 
with scores <3 are flagged to indicate poor methodo- 
logical quality. Four systematic reviews (of 98) scored 2 
on the AMSTAR tool, but these were not removed from 
the analysis in order to retain the comprehensive 
approach adopted for the review. The citations were 
managed using EndNote X5. The 98 selected systematic 
reviews included 110 interventions and the outcomes 
spanned the six goals of the health system — effective, 
efficient, accessible, acceptable, equitable and safe. Only 
a few papers explicitly set out to measure QoC as an 
outcome. One review used the Institute of Medicine's 
QoC outcomes^^; in two reviews, quality was defined in 
terms of adherence to standard guidelines such as active 
management of labour and continuity of midwifery 
care,^^ and in yet another in terms of augmentation 
of labour and delivery. 



Facilitators and barriers to improving QoC with respect to 
the WHO'S frameworl( 

Within each quality domain of the WHO's organisa- 
tional management framework, facilitators and barriers 
to improving QoC identified from the review were 
further subdivided into the structure, process and 
outcome levels of healthcare (table 1). Two new 
domains were generated, 'communication' and 'satisfac- 
tion', for the priorities that could not be grouped under 
the six existing domains. 'Communication' was included 
as a subdomain under 'information' of the WHO's 
framework and 'satisfaction' as a new domain. 

Information 

Inadequate provision of information was an important 
barrier to improving QoC identified by users and provi- 
ders.^^~^^ A metasynthesis of the experiences of women 
from Australia, the USA, Finland, the UK, Canada and 
Japan, who underwent caesarean section, showed that they 
associated lack of information and knowledge with loss of 
control and powerlessness during the process of child- 
birth.^^ Another review of studies from the USA, the UK 
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Population 
groups 



Structure 



Process 



Outcomes 



Information 
Maternal 



Newborn 



Child 



Inability to understand the language and 
non-availability of qualified interpreters — barrier to 
information among the migrant population in 
Australia, Canada, the USA and a number of 
countries in Europe^^ 



Information systems such as PAC,^^ CPOE^^ and 
flow sheets for decision-making^^ — improve 
effectiveness of care,^^ efficiency of the care 
providers^^ and provider satisfaction^® 



Patient and population engagement 
Maternal Women's and community's perception of quality of 
healthcare^° and their past experiences^^ 
^^^^^^^ influence patient-population engagement 
^^^^^^H Power difference between women and healthcare 
^pHHBH providers is an important hurdle in active 
W engagement of users in decision-making®^ 



Information provided for the sake of providing®^ 
and information in the form of printed material, 
posters and didactic lectures^^ — not effective 
Pregnant women who carried their own case 
notes during pregnancy were reported to be well 
informed about their health condition^® 



Computerised Decision Support Systems 
improved efficiency of physicians and nurses in 
terms of minimising errors and reducing the time 
taken in calculating doses,®^ but its utility for 
diagnostic or prognostic purposes was not 
known®^ 

Providing a child's progress chart^^ and health 
record^® greatly improved parents' satisfaction 
with healthcare,^® relieved their concerns and 
anxiety, and improved shared decision-making^^ 
Text messaging interventions were noted to have 
the potential to support health behavioural 
changes among older children in the short term 
and could add value to the provision of 
preventive health-related information, but 
long-term benefits for preventive healthcare were 
not known^^ 

Lack of effective interpersonal communication^® '^^ 
and poor relationship between providers and 
users^^ 

Insensitive attitude and behaviour of providers 
undermine women's self-esteem and make them 
feel objectified^"^ 



The interventions related to providing information 
to pregnant women — giving women their own 
case notes to carry during pregnancy,^® 
interventions using mobile phone text messaging 
services,®"^ regular telephone contacts with 
nurses^"^ and Pregnancy Care DAs"^^ as modes 
of service delivery improved women's satisfaction 
and acceptability, but did not have any effect on 
pregnancy outcomes 

Telephone-based support for pregnant women 
improved healthy behaviour (reduced smoking 
and improved breastfeeding), and was effective 
in reducing low birthweight and preterm birth, but 
patients' acceptability and long-term effects were 
not known ^°® 



CPOE — minimised prescription errors and 
improved safety, but did not have any effect on 
clinical outcomes (AMSTAR <3) 
Nursing record systems that allowed parents to 
hold their children's medical records and systems 
for using flow sheets by providers for decision 
support were found to be acceptable by users 
and providers and increased provider efficiency, 
but did not have an impact on clinical outcomes^® 



A systematic review that assessed the impact of 
community participation on utilisation of skilled 
care for pregnancy, delivery and newborn care 
suggested that community participation was 
beneficial in increasing demand for information, 
improving care practices, enhancing provider 
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Population 
groups 



Structure 



Process 



Outcomes 



Newborn 



Costs of healthcare including distance and 
transport costs^^ and lack of attention to 

demand generating strategies within the health 
system could be other barriers^^ 
Lack of health literacy, knowledge and awareness 
are important structural barriers^^ ^'^ 



CHWs were effective in raising awareness and 
educating parents and caregivers about newborn 
care, especially in resource limited settings^^ 



Child 'Family-centred care' — shown as effective and 

acceptable in a review of studies from Australia, ""^^ 
but the review lacked methodological rigour 
(AMSTAR score <3) 

A systematic review that included studies from 1 1 
countries worldwide (including many LMICs) 
demonstrated that parents/family members had 
little negotiation power and that responsibilities 
were given to the parents irrespective of their 
choice, 'as seen fit by the experts'^^ 

Regulations and standards 

Maternal Strategies for integrating community-based 

\ maternal, newborn and child health interventions 

^^^^^^^ for care during childbirth through the primary care 

^^^^^H| centres in LMICs lacked the universally agreed 

^Hjjjjjj^^ minimum set of interventions^^ 

^^^^^^^ Packages of care were mostly bundled for 

I — °'— — 



Respect, confidentiality and healthcare providers' 
time and attention influence user satisfaction and 
thus engagement with the healthcare system"^^ 
Programmes with passive community involvement, 
low frequency of contacts with healthcare providers 
or those that provide education without focusing on 
the actual problems were generally found to be 
ineffective'' 

Training materials for CHWs prepared involving 
community support groups and/or women's group 
were beneficial in educating and improving 
knowledge and awareness of CHWs on birth and 
newborn care^^ 

Family-community service delivery mode has the 
highest impact on continuum of care (from 
pregnancy, through child birth to newborn 
care)^°^ 

Community-based interventions such as women's 
group and action learning cycle, essential 
newborn care, behaviour change and illness 
recognition and birth preparedness"^^ improve 
care seeking 

Lack of effective communication between 
providers and parents was an important process 
barrier that negatively affected parents' 
satisfaction and their engagement in healthcare^^ 

38 43 51 

Interventions such as video games were 
particularly suited for making monotonous, 
repetitive tasks more compelling among children, 
but did not have a significant effect in improving 
self-management of diseases, physical activity or 
health education"^"^ 

Lack of regular quality supervision and evaluation 
was an important challenge in improving the 
effectiveness of standard care practices/^ 
Audit and feedback is a useful tool in improving 
adherence to regulations and standard care and 
improving their effectiveness across countries 
worldwide.^° ^^-^^ 



accountability and increasing utilisation of 
antenatal and delivery care services, but it failed 
to improve health seeking for the newborn during 
illness'^^ 



Telemedicine technology focused on education 
and support of parents and carers of newborns 
receiving intensive care could improve carer 
satisfaction, but was not effective in reducing the 
length of hospital stay^^ 



Biomedical informatics was suggested to improve 
quality of care provision, have an overall positive 
effect on adherence to clinical guidelines and 
improve patient safety through a reduction in 



errors. Although this was acceptable, safe and 
effective, its long-term effects on clinical 
outcomes are not known and may not be 
applicable in all settings"^^ 



A review that evaluated the impact of standard 
packages of care during childbirth to reduce 
caesarean section rates showed that though 
implementing standard care can improve health 
outcomes (effective), it may not necessarily 
improve patient satisfaction (acceptability).^^ 
Abolition of user fees increased utilisation of 
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Population 
groups 



Structure 



Process 



Outcomes 



Newborn 



evidence of efficacy^^ 

Despite abolition of user fees, existence of informal 
charges was reported, which in turn acted as a 
deterrent to utilisation of healthcare services"^^ 



The structural barriers to adherence to standards of 
mother/baby skin-to-skin care or Kangaroo care 
were reported to be lack of appropriate room 
temperature, privacy, modesty and overcrowding in 
the hospitals, and supplemental bottle or pacifier 
use^4 

Another review suggested that considerable time 
and effort is required in implementing the initiative 
and unfavourable labour unit organisation and 
midwives' attitude to changes could augment the 



challenges 



Child 



Organisational capacity 
Maternal Resources — shortage of healthcare workers 
including health professionals and CHWs and 
issues related to their retention were important 
barriers to QoC^^ 

Non-availability of drugs and necessary equipment 
could compromise quality and thus health 
outcomes"^^ 

Shortage of skilled health professionals^^ and 
gap between providers' skill and knowledge were 
also highlighted^^ 

Role of training was significant in improving 
knowledge of healthcare providers, which in turn 
increased their level of confidence in delivering 
services^^"^^ and enabled them to increase 
adherence to regulations and standards^^ — but 
challenges identified were the need to reinforce 
good practices through adequate supervision,^ 



With regard to the BFHI, in addition to issues of 
health system organisation, cultural practices in 
different country settings could also determine 
adherence to standard care^^ 



Audit and feedback is an important tool in 
improving the effectiveness of the healthcare 
services, but challenges related to cost and 
methods of implementation have to be 
overcome''^ 

Insensitive, rude, unfriendly and uncaring 
attitude of providers can lead to high 

levels of dissatisfaction among women and have 
a negative effect on trust and acceptability of 
healthcare services^^ 



institutional delivery services in LMICs, but it also 
increased the patient load which could not be 
catered to by the existing staff and other 
resources, thus compromising effectiveness in 
terms of pregnancy outcomes, mortality and 
morbidity.^ 

A systematic review of studies from 1 1 countries 
worldwide showed that all 10 steps 
recommended in the BFHI may not be required, 
but it is also not known which steps are more 
important^^ 

The review of early skin-to-skin care using 
studies conducted in 18 countries worldwide 
could not demonstrate any effect of this 
recommended care on duration of breastfeeding, 
infant weight gain, maternal bonding, heart and 
respiratory rate of infants, admissions to intensive 
care units and length of hospital stay for infants^"^ 
IMCI — there was evidence of effectiveness of this 
strategy in improving health outcomes 
demonstrated by studies from 17 LMICs^^ 



Interventions to improve access to skilled birth 
attendance, EmOC, etc, did not necessarily 
improve their utilisation due to issues related to 
other factors within the 'organisational capacity' 
such as costs, quality, resources and waiting 
times^^ ^2 

Trade-off was observed between women's 
acceptability and concerns of safety associated 
with planned home-based delivery or abortion or 
induction of labour^^ 
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rable 1 Continued' 
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Population 
groups 



Structure 



Process 



Outcomes 



need for refresher courses, lack of standard tools to 
evaluate the impact of training on health system 
goals,^^ high costs, lack of capable trainers and 
need-based educational training programmes'^ 
Settings other than the clinics and hospitals, such as 
home, maternity waiting facilities and outpatient 
setting, were relatively more successful in improving 
patient satisfaction and were at least as effective as 
the hospitals in terms of the maternal health 
outcomes.^^ However, the safety of such 

settings could not be ascertained, particularly safety 
related to planned home births/abortion^' '° and 
induction of labour in home or community setting^^ 
Long waiting time was an important issue that 
compromised acceptability of care among women 
noted in several reviews^^ 
Newborn Lack of adequate skills of healthcare providers, 
especially CHWs and TBAs, was a matter of 
concern ""^^ 

Midwife-led care compared with physician care was 
suggested to be effective in improving newborn 
health outcomes in studies from HICs,^° but the 
AMSTAR score for this review was <3 indicating 
methodological concerns 

The systematic review that examined the effects of 
planned home birth compared with planned 
hospital birth showed a significantly higher risk of 
neonatal death in the home-birth setting®^ 
(AMSTAR <3) 

Community-based packages were shown to be 
effective in substantially reducing newborn death, 
but appropriate packaging and implementation of 
evidence-based interventions with high coverage 
and quality in large programmes remained a 
challenge^ (AMSTAR <3) 
Training programmes had a beneficial effect on 
provider skills and performance, improved their 
adherence to standard protocols and enabled them 
to manage patients better,'^"'"^ but the clinical 
skills of providers tended to decay over time and 



Midwives' attitude towards change was found to 
be a hurdle in successful implementation of early 
skin-to-skin care of newborns^ °' 



Trained CHWs were effective in creating 
awareness about newborn care in the 
community, which was associated with a 
decrease in infant mortality, especially in 
resource-poor settings^^ ^^There were legal and 
ethical issues involved in treating neonates by 
CHWs with injectable or oral antibiotics^^ 



Continued 



rable 1 Continued' 



Population 
groups 



Structure 



Process 



Outcomes 



thus need to be reinforced witli refreslier training 
programmes which can be costiy^"^ 
Child CHWs were reported to be effective in improving 

uptake of healthcare services and promoting healthy 
behaviours in the communities, especially in the 
economically disadvantaged communities^^ 
Another review that assessed the impact of care by 
specialists compared with care by general 
practitioners and other primary care providers did not 
find any difference in parents' satisfaction and clinical 
outcomes in children''^ 

Disparities in access to healthcare services and 
drugs, and providers' attitude were reported to be a 
matter of concern for children from the minority 
communities in the USA^^ 
Community-based and home-based settings were 
acceptable and effective^^ ®^ 
The hospital-based specialised units did not make 
much difference to these outcomes except for 
decreasing the costs for the hospitals^^ ^""^ 
Communication 
Maternal Language barriers^^ and lack of qualified 

interpreters could pose a challenge to effective 
communication 



A systematic review that measured the impact of 
Remote Simultaneous Translation in improving 
quality of carer-physician communication found 



Regular interactions between patients and the 
primary care team was important^^ 
Cultural insensitivity of providers is a key priority 
issue in QoC^^ 



Passive flow of information from providers to 
users was ineffective in improving women's 
knowledge and awareness about their health 
condition for shared decision-making^^ 
Pregnancy care DAs that supported women in 
decision-making such as booklets, interactive 
computer programs and structured counselling 
significantly decreased decisional conflict and 
decisional regret, increased knowledge, 
decreased anxiety, reduced the proportion of 
women who were undecided and increased 
accuracy of risk perception"^^ 
Interactive workshops and educational meetings 
were beneficial in improving provider compliance 
to standard guidelines compared to receiving 
information leaflets and didactic lectures^^ 
A review found that regular frequent discussions 
with healthcare providers were effective in 
encouraging mothers to initiate exclusive 
breastfeeding for newborns^^ 



Safety appeared to be a matter of concern due to 
the high reported medication errors which 
constituted a significant proportion of medical 
errors in children^ 

For children belonging to minority communities, 
accessibility, acceptability and equity were 
important matters of concern that needed special 
attention^^ 

The trade-off observed was between improved 
acceptability and lack of effectiveness in certain 
interventions such as the nursing records 



system and the paediatric hospitalist system, 
but there was no evidence of any harm 
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Group antenatal care as a model of care was 
shown to be effective in improving women's 
knowledge and satisfaction-- 



The effectiveness of interventions for effective 
provider — carer communication in terms of health 
outcomes of newborns is not known, although it 
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that the intervention enhanced provider and carer 
satisfaction^^ 

Language could be an important barrier for 
effective communication, especially among the 
minority population^^"^^ 
Power dynamics in provider — parents/carer 
relationship was reported to be a barrier^^ 



A systematic review that assessed the utility of 
criterion-based audit in improving the quality of 
obstetric care did not find any published study on 
the use of audit to improve the quality of healthcare 



from the women's perspective 




Effective communication^^ and interventions that 
improved education and awareness about newborn 
care^^ increased family and carer satisfaction with 
healthcare provided to newborns 



Active communication between providers and 
parents (use of biomedical informatics)"^^ was 
more effective than passive ones such as video 
games and text messaging^-*^-*^ 
Evidence-based discussions in the community 
and information campaigns may help to improve 
vaccine coverage^^ 

Ability to be in control during pregnancy and 
labour, which is determined by effective 
communication leading to empowerment and 
active involvement in decision-making,^^ was 
reported to be associated with enhanced 
satisfaction among women^° 
Comfort and support were identified as important 
factors that determine satisfaction^^ 
Care provision during labour and birth in a 
healthcare setting other than the labour room 
was perceived to be more satisfactory because 
women felt that they had more freedom to 
express their feelings, received support from 
midwives and were involved in decision-making^^ 
A review that assessed the effect of continuous 
support by caregivers during labour and birth on 
maternal health outcomes found that 20 of the 22 
included trials specifically mentioned about a 
comforting touch and words of praise and 
encouragement, which greatly improved women's 
satisfaction with care as well as their health 
outcomes^"^ 

Telemedicine technology focused on education 
and support of parents and carers of newborns 
receiving intensive care was shown to be 
associated with improvements in family 
satisfaction with the overall quality of care and 
environment and visitation dimensions'^ 
The benefits of e-based support for successful 
breastfeeding was reported to be related to 
enhanced confidentiality, anonymity and more 



was suggested to improve initiation of 
breastfeeding in one review^° 
A systematic review examined a number of health 
Information Technology strategies (video games, 
computerised assessments, physician training, 
web-based communication, infant progress 
chart), which can play a role in improving 
provider-patient communication^^ 



Interventions that allowed women to keep their 
case records,^^ and those that used mobile 
phone text messaging as the mode of service 
delivery^"^ and DAs, as discussed above,"^^ 
increased satisfaction, but were not found to have 
any effect on clinical outcomes 



The telemedicine intervention improved carer 
satisfaction and thus acceptability, but had no 
effect on the length of hospital stay of infants'^ 
Similarly, the e-based support for breastfeeding 
was acceptable to mothers, but it did not have 
any effect on breastfeeding outcomes^^ 
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and Canada showed that lack of information on the full 
range of health services available was a major challenge for 
marginalised women to accessing healthcare. 
Information provided merely for the sake of providing it 
was not considered to be of any use.^^ Information systems 
such as 'Computerized Decision Support Systems' for mini- 
mising errors in calculating medicine doses,^^ Paediatric 
Alert Criteria,^^ Computerized Physician Order Entry^^ and 
flow sheets for decision-making^^ improved effective- 
ness, efficiency and provider satisfaction. 

Language was an important barrier to receiving adequate 
information among the migrant population.^^ A key 
finding was that all interventions to improve the provision 
of information among users and providers were found to 
be from high-income countries (HICs), except for one 
study in Thailand. 

Communication 

Effective 'communication' could be a bridge, linking 
information to health literacy, knowledge and awareness 
for shared decision-making and user satisfaction. The 
who's framework of organisational management strat- 
egies to improve QoC does not emphasise interpersonal 
communication as a specific strategy for improving 
QoC. However, issues related to 'communication' were 

23 24 35 36 

highlighted in several studies. Furthermore, a 

systematic review of interventions to improve communi- 
cation between health professionals and pregnant 
women during maternity care suggested that improved 
interpersonal communication could increase acceptabil- 
ity and satisfaction,^^ but its AMSTAR score was <3 and 
thus ranked low in methodological quality. 

As noted above, language barriers^^ and lack of 
qualified interpreters could also pose a challenge to 
effective communication. A passive flow of information 
from providers to users was not effective in improving 
users' knowledge and awareness about their health con- 
dition for shared decision-making.^^ The greatest 
benefits were observed when a decision support tech- 
nique was implemented in the form of counselling from 
a care provider involving information, discussion of 
options and clarification of values. Two reviews found 
that regular frequent discussions with healthcare provi- 
ders were more effective than a one-off contact. 
Active communication between providers and parents 
using biomedical informatics^^ was more effective than 
passive ones such as video games and text messaging ser- 
vices. "^"^ Interactive workshops and educational 
meetings were shown to be more beneficial in improv- 
ing provider compliance to standard guidelines com- 
pared to receiving information leaflets and didactic 
lectures. 

Patient and population engagement 

Barriers to patient and population engagement were 
lack of health literacy, knowledge and awareness about 
health services,^^ ^^"^^ lack of opportunity for 

shared decision-making^^ and lack of trust and 
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Table 2 Common facilitators and barriers to improving QoC for pregnant women, newborns and children 



Domains of QoC with 
respect to tlie WHO'S 
frameworic 



Barriers 



Facilitators 



Information 



Communication 



Patient and population 
engagement 



L 



Satisfaction 



Regulations and standards 



Organisational capacity 



Leadership 



Language (particularly for migrants and the 
minority population) and lack of qualified 
interpreters 

Information provided for the sake of providing 
without active engagement with the users 

Gap in evidence related to information needs 
in LMICs 

Passive flow of information from providers to 
users 



Users' and communities' perception of QoC 

Lack of adequate information 

Lack of effective interpersonal communication 

Insensitive attitude and behaviour of 

providers 

Power difference and poor relationship 
between user and healthcare providers 
Health systems in general do not account for 
user satisfaction 

Audits do not assess users' perspective 
(particularly that of women) 
Uncaring and disrespectful behaviour of 
healthcare providers 
Cultural insensitivity 

High costs and poor quality of healthcare, 
non-availability of resources and long waiting 
times 

Lack of strong evidence of effectiveness of 
standard care practices (EmOC, skilled birth 
attendance, mother/baby skin-to-skin care or 
Kangaroo care, BFHI) particularly in LMICs 
Variable standards of implementation of the 
standard guidelines (implemented for 
convenience of management rather than as 
evidence of efficacy) 

Shortage of healthcare professionals 
Non-availability of drugs and necessary 
equipment 

Gap between provider skills and knowledge 

Irregular long working hours deter health 
professionals from providing quality care 

Healthcare providers' attitude towards change 



Lack of studies assessing the role of 
leadership in improving QoC 



Information provided through active and regular 
communication between the provider and the 
user 

Decision support systems could improve 
provider efficiency, effectiveness and safety of 
care 



Active interpersonal communication 

Continuous communication between healthcare 
providers and users rather than one-off contact 
Decision aids, such as pregnancy care decision 
aids, decrease user anxiety and improve 
engagement and satisfaction 
Interactive workshops and educational meetings 
for providers 

Respect in user-provider relationship 
Confidentiality of care 
Healthcare providers' time and attention 
Active involvement of the community 

Community health workers to facilitate 
community engagement 
Engaging users in shared decision-making 

Active involvement of users in their healthcare 
decision-making 

Comfort and support from healthcare providers 



Continuity of care 



Regular supervision 



Audit and feedback could improve adherence to 
regulations and standard care 



Effective training of healthcare providers 
Task shifting to address the shortage 
Training of healthcare professionals through 
need-based training programmes 
Reinforcing good practices through adequate 
supervision and refresher courses 
Settings other than clinics (such as home, 
community centres, etc) improve users' level of 
comfort and satisfaction 
Providers' competencies to build trust, comfort 
and patient-centredness over and above 
technical skills 
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Table 2 Continued 




Domains of QoC with 
respect to tlie WHO'S 
frameworic 


Barriers 


Facilitators 


Models of care 

1 

L 


Reduced nunnber of antenatal visits with 
focused care was not found to be effective 
and acceptable in general and could 
connpronnise effectiveness in LMICs 


Models providing continuity of care (particularly 
for maternal and newborn healthcare) 

Models providing integrated and comprehensive 

care (integrated care pathway model) 

Care and support from alternative carers 

(trained doula, family-centred care) 

Group antenatal care rather than one-to-one 

carp imnrovp*? wompn'<? IpvpI of knowlpdnp and 

satisfaction 

Communication and information through text 
messaging services, internet-based 
interventions, telemedicine and biomedical 
informatics had varying degrees of effect on 
user satisfaction and engagement 


BFHI, Baby Friendly Hospital Initiative; LMICs, low-income and middle-income countries; CHWs, community health workers; EmOC, 
Emeraencv Obstetric Care; QoC, aualitv of care. 



confidence in the healthcare providers. In addition, 
users' and community's perception of quality of health- 
care^^ and their past experiences,^^ lack of effective 

1 •• 23 24 37 38 43 51 i 

interpersonal communication and poor 

relationship between providers and users^^ were other 
important barriers. Power difference between users 
(women, parents and carers of children) and healthcare 
providers prevented active engagement of users in 
decision-making and was an important hurdle in patient 
and population engagement. Respect, confidential- 
ity and healthcare providers' time and attention were 
identified as other process-related factors from studies 
worldwide that influenced user satisfaction and engage- 
ment with the healthcare system. 



Satisfaction 

Several systematic reviews included in this metareview 
reported users' satisfaction with healthcare as key to 

• ^22 28 34 36 40 42 45 50 54-67 i 

their engagement and thus 

merited an independent domain. The included system- 
atic reviews highlight the problem of health systems not 
eliciting information about users' perception of care 
with regard to the provision and costs of healthcare as 
well as lack of standard tools to measure patient satisfac- 
tion. Health systems often do not account for users', par- 
ticularly women's, perception and their opinion about 
the care that they receive. Women's satisfaction with 
healthcare influences utilisation of health services^^ and 
their ability to be in control of their own health. 

Several factors were identified from the included 
reviews that improved user satisfaction, such as family- 
centred care in which parents actively participated in 
healthcare of their children,^^ effective communica- 
tion^^ and interventions that improved education and 



awareness about newborn care.^^ Users' dissatisfaction 
was mainly related to the uncaring, disrespectful, insensi- 

OQ pro 1-7 f\ 1-7 -I 

tive and abusive attitude of care providers,^" /u 
it was also found to be associated with practices that 
were not compatible with their culture^^ and concepts of 
health and illness. Comfort and support were identi- 
fied as other important factors which determined satis- 
faction.^^ However, the factors that improved 
satisfaction among providers were different from that of 
the users and included decision support systems and 

oo go go 

Other technical supports. 

Regulation and standards 

The included systematic reviews that evaluated the 
impact of standard care practices such as Emergency 
Obstetric Care (EmOC), skilled birth attendance, 
standard packages of care during birth,^^ Baby 
Friendly Hospital Initiative (BFHI),^^ Kangaroo or 
mother/baby skin-to-skin care^"^ did not find strong evi- 
dence of their effectiveness in improving health out- 
comes, especially in low-income and middle-income 
countries (LMICs). However, effectiveness of the 
Integrated Management of Childhood Illness (IMCI) 
strategy in improving health outcomes was demonstrated 
by studies from 17 LMICs. Lack of effectiveness of 
recommended standard care strategies could be related 
to a number of structure-related and process-related 
issues (table 1). Primarily, the packages of care were 
found to vary to a greater or lesser extent from recom- 
mended standards. In some instances, these were 
bundled for the convenience of management rather 
than as evidence of efficacy.^^ Lack of regular quality 
supervision and evaluation was an important barrier to 
improving the effectiveness of standard care 
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practices. Audit and feedback could be a useful tool 
in improving adherence to regulations and standard 
care and improving their effectiveness across countries 
worldwide, 76-79 there are challenges related to 
quality,^^ sustainability^^ and acceptance of audit/^ 
especially when enforced by an external agency. 

Organisational capacity 

Shortage of healthcare workers and issues related to 
their retention were important barriers to QoC.^^ A 
few interventions suggested that task shifting could 
address these issues,^^ but reservations about task 
shifting^^ were a challenge which should be included 
under 'leadership '-related issues. In addition, non- 
availability of drugs and necessary equipment could 
compromise quality and thus health outcomes. 
Users' perception of provider skills and the actual gap 
between providers' skill and knowledge were important 
determinants of QoC.^^ Furthermore, the type of provi- 
ders also had an impact on patient acceptability and 
health outcomes. Midwives and community health 
workers (CHWs) were found to be as acceptable and 
effective as doctors and specialists in studies from 
HICs,^^ but there were challenges related to 

their training, supervision and regulation. 

It was observed that settings other than the clinics and 
hospitals, such as the home, maternity waiting facilities 
and outpatient setting, were relatively more successful in 
improving user satisfaction and at least as effective as the 
hospitals in terms of effectiveness.^^ 
However, the safety of such settings could not be ascer- 
tained, particularly safety related to planned home 
birth/abortion^^ and induction of labour in the 

home or community setting.^^ 

Provider attitude was an important factor determining 
QoC in healthcare provision. Training in general 
improved the providers' knowledge and level of confi- 
dence, ^^"^"^ engagement and communication with the 
users^^ and enabled them to increase adherence to 
regulations and standards. 

Leadersllip 

As discussed in the WHO's general framework, leader- 
ship is central to the strategic management domains of 
QoC. However, issues related to 'leadership' were not 
perceptible from the included studies. Inability to iden- 
tify priority issues does not indicate that 'leadership' as a 
strategic management domain is less important. On the 
contrary, it suggests that there is an urgent need for 
research in this area. However, it ought to be acknowl- 
edged that leadership issues are difficult to ascertain as 
there are no fixed criteria to measure the facilitators 
and barriers to effective leadership. 

IVIodels of care 

Among the models of care, those that provided inte- 
grated care,^^ continuity of care^^ and comprehensive 
care^^ had positive impacts on the health system goals. 



However, trade-offs were observed for some interven- 
tions. For example, interventions to reduce the number 
of antenatal visits could reduce healthcare costs, but 
were found to be associated with more perinatal deaths 
in the reduced visit group, particularly in the LMICs, 
and less acceptable to pregnant women. 
Reducing the number of antenatal visits in LMICs 
without improving care would increase the risk of 
adverse health outcomes considering the already com- 
promised public health services in many LMICs. 
Interventions that provided continuous support during 
labour improved maternal satisfaction and health out- 
comes, but the effects appeared to vary with the type of 
providers. Health professionals were less effective than 
a trained doula or childbirth educator or a family 
member mainly because the health professionals, who 
had to balance their hospital duties along with provision 
of support, were unable to provide continuous undiv- 
ided attention to women. Furthermore, two systematic 
reviews that analysed the effect of a group model ante- 
natal care compared with conventional one-on-one care 
found the group model to improve women's knowledge 
and satisfaction, but there was no evidence of the effect 
on health outcomes and provider satisfaction.^^ 
Although internet-based interventions to support suc- 
cessful breastfeeding were reported to be beneficial in 
terms of round-the-clock availability of support, time 
and travel savings for users, these were not found to 
have a significant effect on breastfeeding outcomes. 
Another review that examined the effect of music as a 
therapy found positive effects on children's coping 
behaviour, but there was limited evidence of the effect 
on clinical outcomes.^^ 

Common facilitators and barriers to improving QoC for 
pregnant women, newborns and children 

We found several facilitators and barriers to improving 
QoC to be common across the population groups within 
each of the eight domains (table 2). Interventions that 
involve delivery of information through active and 
regular communication between users and providers 
could improve users' knowledge, awareness and health 
literacy, which are important factors for patient and 
population engagement. 'Decision aids' for users could 
also be important tools of communication. Language 
could be a barrier to information and communication 
among certain population groups. Information systems 
such as 'decision support systems' could improve provi- 
ders' efficiency and help them adhere to standard care 
guidelines and regulations. 

In addition to adequate information and effective 
communication, understanding users' perception about 
QoC is important in 'patient and population engage- 
ment'. There is lack of evidence with regard to the con- 
certed efforts made by health systems to assess users' 
perception. Another issue within this domain that needs 
attention is that of trust and confidentiality. The ability 
of users to trust and confide in the providers is 
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important. This also relates to issues of insensitivity, 
inappropriate attitude and behaviour on the part of the 
providers. Training and regular audit and feedback 
could help to address some of these issues, but effective 
leadership could prevent the emergence of these 
problems. 

The level of satisfaction among users was determined 
mainly by the process of care (attitude of providers, 
respect, support, comfort, cultural sensitivity, attention) 
and effective communication (perceived to empower 
users for decision-making and taking control of their 
own or their children's health condition) rather than 
the health outcome alone. 

The shortage of well-trained healthcare providers, 
drugs and equipment in healthcare facilities is an 
important barrier. While CHWs were found to be effect- 
ive in delivery of health services, particularly in LMICs, 
and could help address the problem of staff shortage 
through task shifting, training, supervision and regula- 
tion of CHWs could be an important challenge. 
Healthcare settings other than the hospitals and clinics, 
such as home-based or community-based care, were 
more acceptable to users and improved their level of sat- 
isfaction. It appears from the review that patients and 
carers perceived having greater comfort and confidence 
within a known environment than within hospitals and 
clinics. With regard to the process of care, in addition to 
the providers' attitude and behaviour, and the percep- 
tion of QoC among users, the providers' attitude 
towards change in terms of adopting new strategies and 
guidelines is important. Furthermore, providers' compe- 
tencies to build trust, comfort and patient-centredness 
are essential to improve QoC over and above their tech- 
nical skills. 



DISCUSSION 

The facilitators and barriers to improving QoC for preg- 
nant women, newborns and children identified in this 
me tare view can be grouped into the six strategic man- 
agement domains of the WHO's framework (informa- 
tion, patient and population engagement, regulations 
and standard, leadership, organisational capacity and 
models of care). However, there is a need to focus on 
user-provider communication and satisfaction by incorp- 
orating 'communication' as a subdomain under 'infor- 
mation' and 'satisfaction' as a new domain. Information 
provided through effective communication was more 
likely to improve user knowledge, health literacy and 
involvement in shared decision-making, thus leading to 
improved 'patient and population engagement'. In 
Donabedian's concept of interpersonal care, communi- 
cation is a major aspect that could directly influence 
QoC,^ and in recent years, communication in health- 
care, particularly between healthcare professionals and 
patients, has attracted an increasing amount of atten- 
tion.^^ Besides user-provider communication, effective 
communication between healthcare providers and 



among different levels of the health system could 
improve efficiency and effectiveness of care provision. 

'Satisfaction' of users and providers is another import- 
ant quality management strategy that should be focused 
^^101 102 jj^^Y 'satisfaction' is important for 'patient and 
population engagement', and 'satisfaction' in turn was 
found to be influenced by 'patient and population 
engagement', adequate information, communication 
and 'organisational capacity'. Wilson and Goldsmith^^^ 
defined QoC as "the sum of its four components: tech- 
nical quality (measured by patients' health status 
improvement), resource consumption (measured by the 
costs of care), patient satisfaction (measured by patient 
perception of the subjective or interpersonal aspects of 
care), values (measured by the acceptability of any trade- 
offs that must be made among the three previous out- 
comes)." Pittrof et al^^^ in their definition of QoC for 
maternal health stated that childbirth being a culturally 
and emotionally sensitive area, other aspects of care 
could be more important than the health outcomes. 
This conforms to the findings of the me tare view which 
showed that providers' attitude, behaviour, sensitivity 
and attention are important priorities for QoC from the 
perspective of the users. However, there could be other 
factors that influence satisfaction and need to be 
understood. 

Since the facilitators and barriers to improving QoC 
were in general common for pregnant women, newborns 
and children, the following interventions could facilitate 
improvement in QoC across these population groups: 

1. Health systems should set minimum standards of 
communication between users and providers, and 
also among providers across the various levels of the 
healthcare system to improve effectiveness and effi- 
ciency of care provision. 

2. Language barriers, especially among the migrant and 
minority population, could be addressed with the 
help of qualified interpreters. Where necessary, 
health systems should recruit and train a cadre of 
qualified interpreters with effective communication 
skills. This would be particularly important consider- 
ing the inequities and disparities in care provision 
faced by certain sections of the population in all 
countries. 

3. Training on communication skills should be incorpo- 
rated as an integral part of health professionals' edu- 
cation. Regular training of providers could also be an 
effective means of addressing several issues related to 
healthcare provision through improving the technical 
and communication skills, competence, confidence, 
cultural sensitivity, attitude and behaviour of provi- 
ders. However, it ought to be acknowledged that 
training without an enabling environment will not 
improve the overall health outcomes and QoC. 

4. CHWs have proven to be effective in mobilising and 
engaging users and communities in several LMICs. It 
is important for health systems to train and retain 
this valuable resource. 
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5. Midwives were found to be a valuable resource in 
HICs, and services provided by them were as effective 
and acceptable as that provided by doctors. This 
resource should be utilised well in LMICs by building 
their capacity through training and supportive 
supervision. 

6. Audit and feedback, and training of providers are 
important strategies to improve adherence to regula- 
tions and standards. However, efforts are required to 
address the implementation challenges and meth- 
odological issues of audit and feedback to achieve 
greater benefits. 

A number of gaps in evidence to improve QoC were 
identified which could be addressed through further 
studies. There is a requirement for studies and interven- 
tions in LMICs to assess the information and communi- 
cation needs of a population with varying 
socioeconomic and education levels. Technical support 
through 'decision support systems' improved provider 
satisfaction; thus, studies are required to assess the feasi- 
bility of implementing essential low-cost 'decision 
support systems' within the healthcare system. However, 
in general, there is a dearth of knowledge with regard to 
the facilitators and barriers related to providers' satisfac- 
tion. Understanding this is equally important because 
motivation and satisfaction among providers are known 
to influence the QoC provided by healthcare profes- 
sionals. Furthermore, good-quality observational studies 
are required to measure the effectiveness of standard 
care practices and the barriers to implementing these in 
LMICs, and to understand the key leadership issues in 
QoC. 

Common measurement tools for maternal, newborn 
and child healthcare can be developed to assess the 
facilitators and barriers to good-quality healthcare. 
There is an urgent need to develop specific tools to 
measure users' and providers' satisfaction, and to 
incorporate tools to assess users' and communities' per- 
ceptions related to QoC in the mechanisms of audit 
and feedback. It is important that lessons learnt 
through measuring QoC using such tools are used by 
healthcare providers, health system managers and 
policy makers to continuously monitor and improve 
care provision. 

Limitations 

Although the included papers and extracted data were 
reviewed, discussed and finalised by all authors, we 
acknowledge the limitation of not having two research- 
ers independently review and extract the data. 
Considering that the scope of a metareview is limited to 
gathering evidence from systematic reviews and 
meta-analyses, it is quite likely that we might have missed 
information on facilitators and barriers to improving 
QoC discussed in other types of studies and reports. For 
example, we did not find systematic reviews or 
meta-analyses dedicated to analysing measurement 
methods and tools to measure QoC. We acknowledge 



that the quality of the methods used to measure QoC is 
as important as identifying the facilitators and barriers; 
however, no information could be found in the included 
systematic reviews. This suggests the requirement for a 
systematic review that synthesises the existing evidence in 
this area. 

It is recognised that the process of interpreting evi- 
dence from the literature and using it to recommend 
priorities in practice and policy to improve QoC is com- 
plicated. There is neither a single definition of QoC and 
nor are there set criteria against which QoC could be 
measured. This metareview was conducted within these 
limitations. There could be many other unidentified pri- 
orities facilitators and barriers to improving QoC, par- 
ticularly country-specific ones, but this metareview of 
systematic reviews could be considered to be the first 
step in exploring and compiling existing knowledge 
about the global situation. The facilitators and barriers 
identified could be considered as basic to health systems 
in all countries, although the weight given to the identi- 
fied issues may vary. The barriers to good-quality health- 
care are common for pregnant women, newborns and 
children; thus, interventions targeted to address them 
will have uniform beneficial effects on QoC for these 
population groups. Adopting the identified facilitators 
of good quality of healthcare would help countries 
strengthen their health systems and ensure high-quality 
care for all. 
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